London
In the last 40 years, since the development of microsurgical techniques and the introduction of steroids, corneal graft surgery has become a widely practised technique with high success rates in favourable cases. The total number of grafts performed in the United Kingdom is unknown, but there are now more than 120 centres engaged in corneal transplantation. 1 At Moorfields Eye Hospital, over 300 grafts are performed annually. With demand and waiting lists for corneas growing faster than for any other organ,l improved techniques available for corneal storage and the increas ing role of Eye Banks in the provision of cor neas, the number of corneal transplantations being performed can be expected to increase even more. In the United States, the numbers have increased from 2,OOO/year in 19732 to 30,OOO/year in 1985. 3 Although the majority of keratoplasties are successful, some patients, particularly those at high risk, might be expected to develop problems in the post-operative period. Allograft rejection is a leading cause of failure of corneal grafts,4 but other conditions may arise which can jeopardise both the graft and the vision. In order to evaluate these prob lems, we set up a prospective study of corneal graft patients presenting as emergencies to our Accident and Emergency Department.
Patients and Methods
Included in this study were consecutive patients who had undergone either penetrat ing or lamellar keratoplasty and who pre sented for emergency treatment to the Accident and Emergency Department of Moorfields Eye Hospital, City Road, during the twelve-month period from April 1986 to March 1987.
Each patient was questioned about dura tion of symptoms, present therapy, or any recent change in therapy. The details of graft surgery and indications for surgery were avail able from patient records. Clinical assessment was performed by both the casualty registrar as well as a member of the corneal unit responsible for the patient's long term care. Where appropriate, investigations were per formed to confirm the clinical diagnosis.
Corneal graft rejection was diagnosed in patients with one or more of the following criteria: circumlimbal flush, cells or flare in the anterior chamber, keratitic precipitates, epithelial or endothelial rejection lines or sud den graft oedema in a previously quiet eye. Difficulty can arise in distinguishing patients with recurrent stromal herpetic keratitis from those with graft rejection, but the former was diagnosed if the keratitic precipitates and oedema occurred on to the host cornea, other- wise the patient was considered to have a graft rejection.
Results
A total of 142 patients were included in the study, 111 presenting on a single occasion, 18 twice, 7 three times, 2 four times, 2 five times, one eight times and one on eleven occasions. This totalled 205 patient visits in all. Five main groups of patients were con sidered ( Fig. 1 
Duration of Symptoms Prior to Presentation
Most patients attended soon after the onset of their symptoms, but with some there was a significant delay prior to presentation (Fig. 2) . Several of those who delayed had had surgery many years previously and were unaware of their continuing vulnerability to compli cations. Conversely, those presenting early tended to be well informed and highly moti vated. In others, however, attendance was delayed following presentation to, and treat ment by, other medical practitioners not con cerned directly with the management of the corneal graft.
Corneal Graft Rejections
Sixty-five (55 patients) episodes of corneal graft rejection were seen. Of these, 45 per cent had had a recent reduction or cessation of topical steroid therapy in the 3 months prior to presentation (Fig. 3) . The interval between surgery and the onset of graft rejection is shown in Figure 4 . One case of epithelial rejection was seen 18 months after penetrating keratoplasty and one case of lamellar keratoplasty developed an acute rejection within 2 months of surgery ( Fig. 5 ). All other cases showed endothelial rejection reactions. Two cases of rejection were associated with vascularisation along loose sutures and are included in the category of graft rejection rather than under graft related conditions. In the 4 cases who did not present for over a month, three developed endothelial decompensation and one vas cularisation of the surperior third of the cornea.
Graft Related Conditions
Forty-two cases (38 patients) were seen in which the diagnosis was a condition directly related to the corneal graft (Table I ). The most common problem being suture related, of which 9 had loose sutures (Fig. 6 ), 8 broken sutures, 2 epithelial defects overlying sutures and one mucus attached to a suture. Of the 7 patients with recurrent herpes simplex kera titis, all had stromal disease and no case of recurrent epithelial herpes was seen. Four cases of corneal bacterial infection were seen, one case of pseudomonas endophthalmitis occurring in the first 2 weeks after surgery, and 3 patients developed corneal abscesses, one of which was related to a broken suture. Included in the category of post-operative complications were one patient with cystoid macula oedema, two with post-operative inflammation, as a result of difficulty instilling their steroid drops on discharge from hospital, and 2 patients with transient increase in intra ocular pressure. One patient with Stevens Johnson syndrome developed a corneal melt in May 1986 which required re-grafting and in March 1987 he subsequently developed a cor neal perforation. The interval between surgery and the onset of symptoms is shown in Figure 7 .
Non-Graft-related conditions
Sixty-six cases (50 patients) were seen in Interval between surgery and graft related problems
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Time since graft which the diagnosis was not directly related to the corneal graft (Table II, Figs 8 and 9) . The most common in the group of non-graft related conditions was staphyloccal lid disease producing symptoms of itching, grittiness, burning and redness. We saw no corneal com plications related to this. Subconjunctival haemorrhage was also common, the patients all presenting early. Five cases of viral conjunctivitis were seen and two of staphyloccal conjunctivitis.
Decompensated Grafts
Thirteen cases of patients with chronically decompensated grafts which had resulted in either corneal oedema or in some cases vas cularisation were seen (Table III) . One patient, wearing a cosmetic shell over a phthisical eye, developed giant pupillary conjunctivitis.
No Abnormality
Twenty cases (17 patients) were in this group of which over 50 per cent had had a recent graft rejection episode. Patients tended to present earlier than in other groups-75 per cent presenting within 3 days of the onset of symptoms. One-third of the patients had disorders not directly related to graft surgery and in few, was there any immediate threat to the graft. In 10 per cent there was no demonstrable path ology .. We feel, however, that it is important not to discourage such patients from attending on future occasions.
The group of patients with long standing decompensated grafts also develop compli cations and need long term care. In all 13 of our patients there was a genuine reason for presentation, and we were able to provide symptomatic relief for all of them, one of whom required surgery for a perforated
Descemetocoele.
This study suggests that improved patient education and increased family practitioner awareness might lead to earlier presentation of corneal graft patients who develop prob lems. By treating complications earlier, an improvement in graft survival should be expected. We were particularly concerned that the delay in presentation seen in some patients had led to irreversible corneal damage. In a few instances, no abnormality was found but we feel that it is as important to be able to exclude pathology as it is to make a concrete diagnosis both to reassure patients, and to avoid discouraging them from attend ing on future occasions.
Centres performing corneal graft surgery should have the appropriate back-up facilities for assessment of patients who present with acute problems.
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